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Atlanta, Georgia 30308 
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i c  F ib ros i s  C l ien t  F i l e s  

m e  Division of Physical Health, through the leadership of the Director, is responsible for the administration, direction, and coordination of the 
physical health programs throughout Georgia. This is accomplished by the establishment of health standards for business, housing. and field 
operations; the improvement of the physical and dental health of adults and children; the diagnosis and control of diseases; the monitoring of 
mpplies of drinking water; and the daiily State-wide program of the registration, statistical coding, certification, and preservation of certificates 
fox births, marriages, divorces, annulments of marriage, and deaths that occur each year in the State. 

The Chronic Disease Unit has the responsibilit 
stroke and heart attack; kidney; rheumitic L e r ;  high blood pressure; diabetes; speech, vision, and hearing; and cystic fibrosis; to 
operate and administer programs for: 
and contract with hospitalr to provide treatment for persons with kidney diseases who are unable to pay from their own or other resources. 

to identify, refer, or bring to treatment, adults with mjor  chronic diseases, p c h  as: cancer; 

cancer control; aging; rehabilitation services; and FOCUS (Focus on Coordination of Unified Services); 

- -I_- - --- . ---I- 
7. R w d r  Ssriec Dnuiptbn nit fik contain8 thr f o l l o w l ~  documontr (indude form numbers md titles, If my): Attach mmpler of the fib. 

Oocumentr relating to: maintaining medical and f i n a n c i a l  information on c l i e n t s  i n  the  Adult Cystic  
F ib ros i s  Program. 

I ~ C l U d e d  are: form ACFP-101 (Patient Evaluation) which shows name of physician and address; patient's name, address, birthdate, age, race, sex, 
marital status, children under age 18, Social Security number, home phone number, whether oc not eligible for Medicaid assistance; whether 
or not currently enrolled in Medicare Health Insurance; other health insurance cojerage; annual adjusted gross income; and certification by 
patient that inforination given is true and accurate with signature and date: type of service to be provided by physician (listed) and verification 
that patient has b een diagnosed as having cystic fibrosis and requires services indicated, with signature and date; and signature and date (as to 
determination of need by patient for financial he1 ) given by Clinic Director or attending physician. 
vendor's name and address; patient's name and ahress; description of service, equipment, medication, date, invoice number and information 
as to aihount and payment; signature of vendor verifying that the charges shown are true and accurate, and, date; signature 
Program personnel approving payment; ACFP-104 Request for Drug Reimbursenent) shows vendor name, address, and county. patient's 
name, address, and number; itemized list of drugs \listed), prescription humber, date filled, quantity, patient!s signature, infonnatlon ps to 
charges and billing; signature of vendor, and date. ACFP-105 (Request for Drug Reimbursement) shows vendor; patient's name, address, 
county, and number; drugs, date filled, and information as to charges jmd payment; pharmacy name and address; patient's signature 
verifying that charges are true and accurate and c6nfirming that patient has made total payment of said charges as shown, and date: and 
signature of approval (Adult Cystic Fibjosis Program) and date. 
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